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Region I: Boston 
CT, ME, MA, NH, RI, VT 
Kathryn Power, MEd 
JFK Federal Building 
Boston, MA 02203 

Region II: New York 
NJ, NY, PR, VI 
Dennis O. Romero, MA 
26 Federal Plaza 
New York, NY 10278  

Region III:  
Philadelphia 
DE, DC,MD, PA, 
VA, WV 
Jean Bennett,  PhD 
150 S. Independence  
Mall West 
Philadelphia, PA 19106 

Region IV:  
Atlanta 
AL, FL, GA, KY, MS, NC,  
SC, TN 
Stephanie  
McCladdie, MPA 
61 Forsyth Street, S. W. 
Atlanta, GA 30303 

Region VI: 
Dallas 
AR, LA, NM, OK, TX 
Michael Duffy  
RN, BSN 
1301 Young St,  
Dallas, Texas 75202  

Region IX:  
San Francisco 
AZ, CA, HI, GU, NV,  
AS, CNMI, 
 FSM, MH, PW 
Jon Perez, PhD 
90 7th Street, 8th Floor 
San Francisco, CA 94103  

Region V: Chicago 
IL, IN, MI, MN, OH, 
WI 
Jeffrey A. Coady,  
PsyD 
233 N Michigan Ave 
Chicago, IL 60601 

Region VII:  
Kansas City 
IA, KS, NE, MO 
Laura Howard, JD 
601 East 12th St 
Kansas City, MO 
 64106 

Region VIII:  
Denver 
CO, MT, ND, SD,  
UT, WY 
Charles Smith, PhD 
1961 Stout Street 
Denver, CO 80294 

Region X:  
Seattle 
AK, ID, OR, WA 
David Dickinson, 
MA 
2201 6th Ave, 
MS RX-02 
Seattle, WA  
98121 
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SAMHSA’s Regional Administrators’ Roles 
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Region I Profile 

State Capital Population1 
Pop. 

Density2 
Joint 

SA 

Prevalence3 

SMI 

Prevalence4 

Suicide 

Rate5 

Connecticut Hartford 3,574,097 738.1 Yes 10.01 4.39 8.6 

Maine Augusta 1,328,361 43.1 Yes 8.49 4.67 12.8 

Massachusetts Boston 6,547,629 839.4 No 9.88 4.19 7.5 

New Hampshire Concord 1,316,470 147 No 9.81 4.57 13.1 

Rhode Island Providence 1,052,567 1018.1 Yes 10.72 7.2 9.9 

Vermont Montpelier 625,741 67.9 No 9.57 4.69 14.0 

United States 
Washington, 

DC 
309,349,689 87.4 N/A 9.1 4.6 11.3 

1U.S. Census 2010 
2U.S. Census 2010 
3SAMHSA, NSDUH 2008-2009, Table 19.  Dependence on or Abuse of Illicit Drugs or Alcohol in Past Year among Persons Aged 18 or Older.   
4SAMHSA, NSDUH 2008-2009, Table 22.  Serious Mental Illness in Past Year among Persons Aged 18 or Older, by State.   
5CDC, National Vital Statistics System-Mortality (NVSS-M) 2008, per 100,000  
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PREVALENCE OF BH CO-MORBIDITIES 
(MEDICAID-ONLY BENEFICIARIES W/DISABILITIES)  

Hypertension

Diabetes

Coronary Heart
Disease

Congestive Heart
Failure

Asthma and/or
COPD

31.4% 

32.1% 

26.3% 

30.1% 

23.8% 

68.6% 

67.9% 

73.7% 

69.9% 

76.2% 

No Behavioral Health Problem With 1 or More Behavioral Health Problem

Boyd, C., Clark, R., Leff, B., Richards, T., Weiss, C., Wolff, J. (2011, August).  
Clarifying Multimorbidity for Medicaid Programs to Improve Targeting and 
Delivering Clinical Services. Presented to SAMHSA, Rockville, MD. 6 



Why BH Is Important to Public Health  

 

• Half of Americans will experience MI; half know someone in recovery from addiction 

• More deaths from suicide than from HIV/AIDS and traffic accidents combined; 8 million 
seriously consider suicide each year 

• Persons w/ BH conditions die 8+ years younger, from preventable health issues 

• Co-morbid diabetes care costs 4 ½ times more 

• One of 5 top diagnoses in 30 –day readmissions 

• Most homeless and jail populations have BH needs; few receive treatment; most released 
to community 

• Persons with BH needs more likely to be uninsured and to “churn;” 11 mil of 38 mil 
uninsured < 400% FPL have BH needs 

• Half of all tobacco deaths are among those with BH 

• More adverse childhood experiences, indicate more health and BH conditions in 
adulthood 

• ¼ of adult mental disorders begin by age 14; ½ by age 25 
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    Strategic Initiative on Health Reform 

Essential Benefits, Enrollment 
National Center for Innovation and Financing 
Uniform Block Grant Application – TA to states 

Service definitions w/ Medicaid (health homes, 
rules/regs., good and modern services, screening, 
prevention) and Medicare (dually eligible populations, 
annual wellness visit) 
Primary/Behavioral Health integration 

 



Primary and Behavioral Health Care 
Integration 

• Improve the physical health of people with SMI by 
supporting communities to coordinate and 
integrate primary care services into publicly funded 
behavioral health settings 

• Grantees will form partnerships to develop or 
expand their offerings with primary health care 
services for people with SMI, thus improving overall 
health status 

• Eligible applicants comprise community behavioral 
health agencies in partnership with primary care 
providers  
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SAMHSA ENROLLMENT STRATEGY   

 Collaborate w/national organizations whose 
members/constituents interact regularly 
w/individuals who have M/SUDs to create and 
implement enrollment communication 
campaigns 

 Promote and encourage use of CMS                
marketing materials   

 Provide T/TA in developing enrollment 
communication campaigns using these 
materials 

 Provide training to design and implement 
enrollment assistance activities 

 Channel feedback and evaluate success 

 

http://tiny.cc/CriminalJustice 

http://tiny.cc/CommunityPrevention 

http://tiny.cc/HomelessServices 

http://tiny.cc/GettingReady 

http://tiny.cc/TreatmentProviders 

http://tiny.cc/ConsumerPeerFamily 
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Latest Tools in Integration 
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Latest Tools in Integration  (cont.) 
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QUESTIONS?? 

A. Kathryn Power  M.Ed. 
Regional Administrator-Region 1 

Substance Abuse and Mental Health Services Administration 

U.S. Department of Health and Human Services 

JFK Federal Building 

15 New Sudbury Street, Room 1826 

Boston, MA 02203 

617.565.1482 

 kathryn.power@samhsa.hhs.gov 
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